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Abstract 
Reproductive health is a critical component of the public health system, encompassing an array 
of services under its banner. These service range from family planning to diseases prevention 
and are needed at some point in everyone’s life. They have also evolved as the country has 
evolved, reflecting cultural, scientific and ethical changes in the wider society. Reproductive 
health services are no longer seen only as a form of population control but as a way to ensure 
that individuals are able to enjoy life to its fullest potential. This report will explore the 
evolutionary process of reproductive health and show how the Patient Protection and Affordable 
Care Act (ACA) fit within the continuum. In addition, it will determine how changes in the ACA 
will affect reproductive health with an eye towards help organization prepare for the inevitable 
changes. 
Specific Aims 
 To understand the ACA in its historical context as it pertains to reproductive 
health. 
 To analyze the ACA on how it affects cost, access and quality of 
reproductive health.  
Methods 
 Comprehensive literature review to understand the historical nature of reproductive 
health issues in the United States. 
 Analysis of academic papers on health reform and its past and possible impacts on 
reproductive health 
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 Review of published material by organizations preparing for health reform 
implementation, particularly the Delaware Health Care Commission. 
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Introduction 
What is Reproductive Health? 
According to the United Nations Family Planning Association (UNFPA) reproductive health is a 
“state of complete physical, mental and social-well-being and not just the absence of 
reproductive infirmity or diseases” and is considered to be an integral part of general well-being 
(United Nations Population Fund, 2011). The Association views reproductive health as a right 
that governments and individuals must seek to promote. This rights-based approach to 
reproductive health has gained traction since the 1990s and now is seen as a cornerstone of 
development, with agency focused on empowering women to exercise these rights. This rights-
based focus has also lead to a broader view of reproductive health and the role that reproductive 
rights play in promoting the reproductive health of women in particular. These commonly 
include the rights to: 
 Reproductive and sexual health as a component of overall health, throughout the life 
cycle, for both men and women. 
 Reproductive decision-making, including voluntary choice in marriage, family formation 
and determination of the number, timing and spacing of one's children and the right to 
have access to the information and means needed to exercise voluntary choice. 
  Equality and equity for men and women, to enable individuals to make free and 
informed choices in all spheres of life, free from discrimination based on gender 
 Sexual and reproductive security, including freedom from sexual violence and coercion, 
and the right to privacy. 
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Why our Interest in Reproductive Health?  
 Organizations like Planned Parenthood have a historical interest in reproductive health issues 
because of their role as advocates for human and civil rights of which reproductive rights are an 
integral part. From it inception with the work of Margaret Sanger and her pursuit of access to 
birth control information and devices, the organization has been focused on both advocating for 
and providing reproductive health services. Over the years with both legislative and judicial 
victories under its belt the organization continues to be a strong voice within the arena of 
reproductive health. 
Similarly, the “State” also has a compelling interest in reproductive health. Because reproductive 
health is so inextricably linked to cultural identity, economics and social development, public 
policy around reproductive health reflects these realities. 
 
 
Reproductive Health in America    
Reproductive health has had a very tenuous history within the United States and the world at 
large. Elements of reproductive health have been practiced for hundreds of years and because of 
its importance to the survival of society public authorities have sought to control it. This 
inevitably has lead to conflicts because of the inherently personal nature of reproductive health. 
Some of these conflicts have been settled through legal as well as public policy avenues but 
some of them still exist today.  
In the United States the role of government has evolved to reflect changes in public sentiment 
about the balance between individual and societal interests in reproductive health. Not 
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surprisingly these changes have taken place in tandem with changes in political and civil rights 
of women and have been largely driven by judicial action to solidify these inalienable rights. 
However, the legislative process has also been used as a tool to provide for the reproductive 
health of the public. Through programs like Title X (Family Planning) and Title XX (Adolescent 
and Family Life Act) the government has sought to create programs that adhere to social norms 
while meeting public health goals. In addition programs like Medicaid that were not created 
solely to address reproductive health still have profound effects on the reproductive health of the 
population.    
Below we will explore the history of these action and how they fundamental change the 
reproductive health landscape.  
 
 
History of Reproductive Health in the United States 
Below is a timeline of notable moments that have fundamentally changed the way reproductive 
health is practiced in the United States:   
Pre-1873: Federal regulation of reproductive health non-existent. Decision left up to 
states. Women’s political power almost non-existent, women not allowed to vote, own 
property etc. However, suffrage movement building strength, access to contraceptives 
and other reproductive health measures provided by networks of mid-wives and 
traditional health providers.  
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1873: Comstock Act passed limiting the distribution of birth control information and 
devices as well as information on abortions by defining them as obscene.
1
  
1900s: Most States and the District of Columbia have banned all abortions. Action on 
abortion was largely lead by the American Medical Association that was against the 
“ambiguous and permissive nature” of the industry which was largely lead by midwives 
and other traditional healers.
2
   
1912-18: Prominent women’s right activist Margaret Sanger was arrested and charged 
with distributing obscene material – in this case birth control information. On her 
appeal Judge Frederick Crane found that doctors have a right to provide contraceptive 
devices and information for the cure and prevention of disease.
3
  
1936: US federal Court of Appeal ruled in United States v. One Package of Japanese 
Pessaries found that the federal government could not interfere with doctors providing 
contraception to patients.  This ruling followed a sea change in public opinion that saw 
the use of birth control as a legitimate and desired. 
4
  Even though this ruling severely 
limited the Comstock Act’s impact on reproductive health, the Act remained in effect 
for many years after.  
1965: US Supreme Court finds in favor of Griswold in the case of Griswold v. 
Connecticut. This case clarified the “right to privacy” as it applies to contraceptive use 
and would serve as the base for other legal action against anti-reproductive health 
measures. In this case the “right to marital privacy” was established as being violated 
                                                 
1 http://memory.loc.gov/cgi-bin/ampage?collId=llsl&fileName=017/llsl017.db&recNum=0639 
2 Mohr, James C. (1978). Abortion in America: The Origins and Evolution of National Policy, 1800–1900. New York: Oxford University Press 
US 
3 http://asteria.fivecolleges.edu/findaids/sophiasmith/mnsss43_bioghist.html 
4 http://law.jrank.org/pages/13292/United-States-v-One-Package.html 
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by Connecticut law that prohibited the use of any drug, instrument or article that 
prevented conception.
5
 
1965: Saw the creation of Medicaid which has become the largest funding source for 
reproductive health in the US. Through Title XIX of the Social Security Act Congress 
created a duel funded (federal and state) program to address the health needs of low-
income people. Medicaid from its creation was a means-tested social assistance 
program with eligibility based on income as well as other factors. It provides a myriad 
of preventative services for women and children including paying for birth control, 
prenatal care as well as actual birth. As of 2003, 41% of all births in the United States 
were paid for by Medicaid and the recent recession like increased that number.
6
 As of 
2009 Medicaid spending was $366 billion dollars with a total enrollment of 60 million 
people.
7
  
1960s-70s: After the recommendation of the American Law Institute many states began 
adopting Modified Penal codes with regard to abortion. The code provide for wider 
exemptions to the abortion including for rape and incest. 
1970: The Nixon administration passes the Family Planning and Population Research 
Act which established the Public Health Services Title X program. It was the first time 
that the federal government stepped in to provide funding for family planning. To this 
day it remains the only federal grant program that is solely dedicated to family 
planning. The program is targeted at low-income families and is focused on providing 
comprehensive family planning and related health services. For the FY 2010 the 
                                                 
5 http://www.law.cornell.edu/supct/html/historics/USSC_CR_0381_0479_ZO.html 
6 http://www.statehealthfacts.org/comparemaptable.jsp?ind=223&cat=4 
7 http://www.statehealthfacts.org/comparemaptable.jsp?ind=198&cat=4 
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program was appropriated a total of $327 million dollars with 90% being apportioned 
to provided direct services at clinics. At the height of its popularity Title X funded the 
bulk of all family planning services in the US, however with the rise of Medicaid that 
has changed. 
8
 
1972: Eisenstadt v. Baird was the case that extended the right of married person to 
possess contraceptives to non-married person. Building on the case involving Griswold 
in 1965, the Supreme Court found that a Massachusetts law that prohibited the 
distribution of contraceptive to unmarried people violated their fundamental right to 
Equal Protection. According to the majority opinion the law irrationally discriminated 
by denying the right to possess contraceptives, in addition they found that the law 
achieve no public health goals.
9
   
1973: Roe v. Wade the seminal legal case that has shaped access to abortion in the 
United States. It found all state bans on abortion in the first 2 trimesters as 
unconstitutional. It found that such bans violate the right to privacy which extends to a 
women’s decision to have an abortion. In addition, it acknowledged that the State does 
have a legitimate interest in protecting the wellbeing of both mother and child but this 
interest has to be balanced against women’s rights. This created the viability test that is 
used which apportions the States interest at higher levels as the pregnancy progresses. 
As such, States are within their right to place conditions on abortions. However, 
conditions must not create a situation in which undue burden hinders women’s rights.10 
                                                 
8 http://www.hhs.gov/opa/familyplanning/index.html 
9 http://caselaw.lp.findlaw.com/scripts/getcase.pl?navby=CASE&court=US&vol=405&page=438 
10 http://caselaw.lp.findlaw.com/scripts/getcase.pl?court=US&vol=410&invol=113 
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1996: Personal Responsibility and Work Opportunity Act or welfare reform was past. 
Provisions within the Act included changes in eligibility criteria, lifetime caps and 
workfare for participants. One of the unintended consequences of the Act forced many 
women on welfare to lose their Medicaid coverage permanently or experience gaps in 
coverage. 
11
 The Act also created a substantial funding stream for abstinence-only 
family planning and remains one of the largest funding streams to this day. 
2007: The Deficit Reduction Act bared university health centers and some health 
providers from participating in the federal discount pricing program for contraceptives. 
Even though organizations like Planned Parenthood that serve particular low-income 
were allowed to remain in the program, university health centers have historically been 
a point of contact for reproductive health. These changes have constrained budgets and 
forced birth control cost up for many college-aged women.
12
 
2010: Patient Protection and Affordable Care Act 
2011: The Act has come under legislative and judicial attack with opposition from 
conservatives groups trying to invalidate the Act on constitutional grounds or by 
defunding/repeal. 
 
 
 
                                                 
11 Kaiser Family Foundation http://www.kff.org/medicaid/loader.cfm?url=/commonspot/security/getfile.cfm&PageID=14775 
12 http://www.rhrealitycheck.org/blog/2008/06/17/access-denied-birth-control-college-and-lowincome-women 
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Literature Review 
Issues of reproductive health have a very checkered past in this country and continue to be 
controversial in some respects. Issues of abortion, contraception, sex education and sexually 
transmitted disease have a permanent place in political conversation. Because reproductive 
health is so closely linked to the cultural values that a society holds, it is no surprise that public 
policies reflect these changing values. However, the extent of governmental involvement has 
increased overtime from providing guidance and regulation to being the largest provider of 
reproductive health services and research.  
To understand the evolution we have to understand why reproductive health is important to the 
individual and society at large. According to the United Nations Family Planning Association 
reproductive health is a “state of complete physical, mental and social-well-being and not just the 
absence of infirmity or diseases” (United Nations Population Information Network, 2000). It is 
consider by the United Nations to be a crucial part of general health. Furthermore, because of its 
impact on social, economic and human development, society has compelling interests in 
providing the highest attainable level of health (United Nations Population Information Network, 
2000).  
The United States also recognizes the importance of reproductive health, in remarks to the 
United Nations in April 2010 the Director of Multilateral Coordination and External Relations 
Margaret Pollack presented the currents administrations vision. In the address she highlighted the 
importance of reproductive health as a tool to empower women, respect human rights and ensure 
good health outcomes (U.S. Department of State, 2010). In addition she acknowledge that all 
nations have a duty to provide people of reproductive age with comprehensive information, 
education and services that they need and want to live to their fullest potential (U.S. Department 
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of State, 2010). In the United States, action towards achieving these goals have taken the form of 
legislation and regulations that have expanded access, reduced cost and improved the quality of 
reproductive health services and products.  
Medicaid 
The first major legislative effort that fundamentally changed the reproductive health landscape 
was the creation of Medicaid. The dual financed, means-tested program has become the largest 
payer of reproductive services in the country. In 2006 the program provided insurance to 12% of 
women of reproductive age and 37% of women below the federal poverty level (Kaiser Family 
Foundation, 2007). As of 2003 Medicaid paid for 41% of all births and even 50% in some states 
(Kaiser Family Foundation, 2010). Besides paying for delivery and pre-natal care Medicaid also 
pays for other reproductive health services like breast cancer screenings and contraceptives. The 
program is jointly financed but administered by states within guidelines established by the 
federal government. The family planning portion of Medicaid has been so popular with state 
governments that some have in recent time sought waivers to expand coverage to other 
populations (Kaiser Family Foundation, 2009). This has been attributed to the fact that many 
states acknowledge the higher cost of caring for unintended pregnancies verses family planning 
(Kaiser Family Foundation, 2009). However, because each state has control over how there 
program is conceived there is still wide variability in services provided country wide. For 
instance only 24 states have family planning waivers which extend services to a wider 
population. Also about half of all states provide preconception care (contraceptive and fertility 
counseling, health education and fertility screenings) (Kaiser Family Foundation, 2009). This 
lack of uniformity has lead to differing rates of family planning coverage that ultimately 
negatively affects millions of people. In spite of its shortcoming the program remains the largest 
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source of funding for family planning accounting for 61% of the 1.3 billion dollars in public 
funding. Family planning services – which Medicaid has provided – has proven its utility to 
policy makers and funding has grown surpassing dedicated funding streams like Title X.   
Title X 
Title X was the original family planning funding stream created by the Nixon administration. It 
sought to eliminate the cost burden of contraceptives and was specifically created for low-
income families. As of 2008 the programs provide family planning services to 5 million women 
in a network of 4500 community based clinics that included state and local health centers (U.S 
Department of Health and Human Services: Office of Population Affairs, 2008). These services 
came at a cost of $317 million dollars, a far cry from the $6 million appropriated upon its 
inception. Besides providing services such as screening and contraceptives funding is also used 
to provide training to family planning personnel, data collection, research, education and 
community outreach (U.S Department of Health and Human Services: Office of Population 
Affairs, 2008). Though the program has been eclipsed by Medicaid in recent years it still remains 
a vital conduit for information and funding for many people and is still the only dedicated 
funding stream for family planning. 
Other Programs: TANF, MCH, state programs  
As a part of their mandate, Temporary Assistance for Needy Families and Maternal and Child 
Health programs also provide family planning to participants. These programs are often smaller 
in size and differ by state making up about 8% of public health funding towards family planning 
(Kaiser Family Foundation, 2007). States also contribute local funding towards family planning 
efforts amounting to 15% of all public health funding (Kaiser Family Foundation, 2007). Though 
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needed, these programs are often narrowly targeted to specific population and lack the 
population-wide reach of Medicaid or Title X. 
These programs attempted to solve one of the most intractable problems of providing health care 
– cost. The government by establishing itself as the payer for family planning has dramatically 
increased its availability as well as access. Through Medicaid and Title X the government 
encouraged the creation of necessary infrastructure needed to provide for the wider availability 
of family planning services. However, despite these efforts access still remains a problem. 
Studies since the 1980s have shown that squeezed Medicaid budgets have affected the 
availability of family planning services. Firstly, low payments to providers have provided a 
disincentive to physicians to take Medicaid patients (Orr & Forrest, 1985). This has lead to low-
income families forgoing family planning not because they want to but because of the lack of 
availability. Secondly, changes in Medicaid as a result of the Personal Responsibility and Work 
Opportunity Act have forced some women on welfare to lose coverage or experience gaps in 
coverage (Kaiser Family Foundation, 2007). This inevitably undermines family planning goals 
by removing the necessary funding that low-income people need. Lastly the quality of care that 
clients receive through federally financed clinic is often superior to private care despite the fact 
that this population is often very difficult to treat (Frost, 2001). This has been attributed to the 
fact that personnel in federal funded clinic are often better trained to deal with these populations. 
When viewed through the above lens the Patient Protection and Affordable Care Act can be seen 
as a further evolution in a system to provide reproductive health to the population. As we further 
explore the ACA we will examine how certain provision build on existing frameworks of 
providing care by address cost, access and quality. 
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Patient Protection and Affordable Care Act (ACA)  
 The ACA represents the continued effort of the government to address the need to provide high 
quality care to the most amounts of people, at an acceptable cost to society. Signed by President 
Barack Obama on the 23
rd
 of March 2010, the ACA fundamental changes the way many people 
will receive care in the US. Its multi-year roll-out will expand access to millions, provide 
funding for public health efforts, institute cost control measure and fundamentally change the 
insurance market. The table below will identify how the ACA will affect reproductive health. 
ACA Change Effect on Reproductive Health 
Expanding 
Coverage 
1. Expanding Medicaid to individuals with incomes up to 138% of 
the FPL. As mentioned above Medicaid is the payer of most 
reproductive health services currently and this is set to increase. 
(N.B. As mention previously Medicaid has become the largest 
payer of reproductive health services by expanding coverage to 
low income individuals. The ACA continues this trend by further 
expanding access) 
2. Individual mandate for insurance coverage with a few exemptions.   
3. Those with incomes between 139% - 399% have access to health 
exchanges and subsidies to purchase health insurance. 
4. Large employers required to offer coverage or pay penalty; tax 
credits provided to small companies to offer insurance. (N.B. Most 
women employed in small retail based companies that traditional 
do not offer insurance coverage)  
Insurance Reforms 1. Requires that companies have to issue and renew policies 
regardless of health status. (N.B. women have historical been 
denied coverage because of past pregnancy, breast cancer etc.) 
2. Prohibits higher premiums based on gender 
3. Bans the use of pre-existing condition exclusions and lifetime 
caps. 
Benefits 1. Defines essential benefits that new plans have to offer include e.g. 
ambulatory care, hospitalization etc. 
2. Maternity and newborn care included as an essential benefit, 
provides grants for state to establish a myriad of maternity support 
services e.g. smoking cessation programs, home visits etc. 
3. Workplace protection for nursing mothers. 
4. Eliminates cost-sharing for preventive services as defined by the 
US Preventive Services Task Force. Currently, the task force is 
task with determining additional women’s preventive care and 
screening services that should be included e.g. birth control, breast 
cancer screenings etc. 
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Women’s Health 1. Codifies the establishment of Offices of Women’s Health in major 
federal agencies e.g. DHHS, CDC, FDA etc.  
2. Establishes a DHHS Coordinating Committee on Women’s Health 
and a National Women’s Health Information Center. 
 (Kaiser Family Foundation, 2010), (Kaiser Family Foundation, 2010) 
Many of these changes will be taking place over a period of time from present to 2020. The 
individual mandate, expanded employer coverage and Medicaid expansion will be effective 
January 2014. Currently, various states have begun making efforts to establish health exchanges 
in time for the 2014 deadline. In addition, regulatory bodies at both the state and federal levels 
have begun work on establishing clear rules that will inform the new insurance market. 
The Policy Analysis below will explore how these changes will affect reproductive health on the 
metrics of cost, access and quality from the patient and provider perspective. 
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Policy Analysis 
Though the ACA represents a somewhat novel approach to provide health care from a federal 
level, the state of Massachusetts own health reform efforts can has be used as a model. The 
experiences of women in Massachusetts can offer some insight into what would be the likely 
obstacles as well as strengths of implementation.   
Access: 
On the measure of access there are mixed results in Massachusetts:  
 On one hand as predicted insurance coverage has dramatically increased. As of 2009 
Massachusetts had and uninsured rate of just under 6%, boasting one of the lowest rates 
in the country
13
. This amounts to about 364,000 people gaining coverage as of September 
2009. (Hyams & Cohen, 2010). However, coverage does not equate to access. In fact 
young, low-income and minority women are still more likely to experience access 
problems. In surveys done by the Massachusetts Health Policy Forum, difficulty in 
actually seeing a physician was the number one compliant from low-income and minority 
women (Hyams & Cohen, 2010). It must be noted however that problems of access are 
more a reflection of structural conditions that exist in Massachusetts than of health 
reform efforts (Hyams & Cohen, 2010). Massachusetts like many other states has a 
shortage of primary care physicians; expanding coverage has only amplified that existing 
condition. 
 Disparities on metrics of access, coverage and affordability between racial and ethnic 
minorities and white women have dramatically decreased. Since Massachusetts’ reform 
                                                 
13
 Fig 1 
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efforts, rates of insurance coverage are almost identical for white and minority women, 
reported rates of doctors visits (12 month period) has increased dramatically among 
minority women and there has been a corresponding decrease in the share of minority 
women who cite cost as a reason for avoiding care. In comparing data from 2006 to 2008 
there was a 5% decrease in the number of minority women who did not have a personal 
doctor.
14
   
 In addition, some of the newly insured who traditional sourced reproductive care from 
family planning clinics reported increased barriers to access related to administrative 
complications e.g. new plan not accepted at usual provider, not understanding 
prescription process, confusion about what and where reproductive health services are 
covered. 
 Low-income women more likely to experience gaps related to life circumstances. E.g. 
transiency, re-certification that requires mailed forms. 
Cost: 
• Though cost was cited as an obstacle in the general context of health services, cost 
barriers for reproductive health services decreased. Because of deliberate efforts by 
Massachusetts to remove burden to reproductive health access most services and devices 
are not cost prohibitive and are highly regarded as a success by participants. 
• In keeping with trends observed in other parts of the world contraceptive usage in 
Massachusetts among younger, low-income women was linked to the cost associated 
with the various methods available. 
                                                 
14
 Fig 2 
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Quality: 
On the measure of quality there is not much information available. The health reform efforts 
undertaking by Massachusetts has been shown to improve the quality of care received by women 
in Massachusetts. However, unlike the national reform efforts there has not been the creation of 
agencies dedicated to monitoring and evaluating these improvements. Furthermore, because 
health reform is still in its infancy in Massachusetts there is very little data available for analysis 
of long-term trends etc.    
Policy Implications and Unanswered Questions:  
As was demonstrated in MA there are some unanswered questions and implications for Delaware 
and organizations like Planned Parenthood. 
 Delaware expects to have to provide care for nearly 50,000 adults below 133% of the 
FPL at a total cost of $475.6 million in 2014. This is 18,000 more adults than without the 
ACA and actually provides a saving of $1.2 billion from 2014-20. Though this is 
definitely a good thing from the broadest perspective the question still remains-how are 
these extra individuals going to access care. Like Massachusetts, Delaware has a shortage 
of primary care physicians, and though the State has created programs to expand the 
health care work-force those efforts remain a medium-term too long-term strategy. Policy 
makers may have to be open to utilizing other health professionals (physician’s assistants 
etc.) to meet the needs of the newly insured. 
 For there to be widespread, effective use and satisfaction with the ACA, Delaware and 
stakeholders will have to ensure a smooth transition and minimal administrative barriers. 
17 
 
The MA case shows that individuals who have never accessed the traditional insurance 
market can be confused and frustrated with the process. Organizations like Planned 
Parenthood could be important allies in this regard. 
 There is also the possibility that organizations like Planned Parenthood may see declines 
in patients as individuals have access to more comprehensive services. However, as 
Massachusetts demonstrated this is contingent upon whether new plans are accepted by 
organizations and the degree of administrative difficulty. 
Funding 
 The future of Title X has been called into question in some policy circles. As mentioned 
earlier Title X is the only federal funding stream dedicated to family planning. With the 
advent of health reform and coverage for family planning included in the most basic 
package some have argued that Title X may become redundant. However, as was 
demonstrated in the case of Massachusetts even wide spread coverage leaves some level 
of the population vulnerable. Title X will remain a family planning safety net for those 
individuals who because of circumstance have some unmet need.  
 Furthermore, many family planning clinics depend on Title X funding for continued 
operation. Under the Title X funding stream, clinics are allowed to charge fees based on a 
sliding scale of need. The parameter of this sliding scale system is set up by the federal 
and state governments and allows clinics to be reimbursed for even the neediest of 
clients. However, Title X funds are usually insufficient to cover the cost of providing 
services and unlike with Medicaid, clinics are not reimbursed on a fee for service bases. 
Instead, if a client visits multiple times for the same issue in a prescribed time period, the 
clinic will only be reimbursed once while incurring multiple costs. With the creation and 
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use of Expanded Medicaid there is the potential for clinics that depend on Title X to 
break that dependence as their client base begins to participate in the insurance market. 
Political Considerations 
 As has been made clear reproductive health is wrapped in issues of values and politics. In 
the case of Massachusetts politics and values did not have a negative impact on the type 
of reproductive health services that women received. Issue of access to birth control and 
abortion did not create obstacles to the implementation of health reform. However, that 
has not been the case nationally and in varying states strong opposition has arisen around 
issues of abortion and birth control access. Table 3 illustrates States that have erected 
barriers to reproductive health in response to health reform (Guttmacher Institute, 2011). 
Table 3 
STATES ACTION 
Arkansas, Florida, 
Georgia, Idaho (enacted), 
Indiana, Montana, 
Oklahoma (enacted), 
Rhode Island, South 
Carolina, Utah (enacted), 
Virginia   
Attempt to Ban Abortion Coverage in Health Plans Offered Through 
Health Exchanges: As a means to create a barrier to accessing legal 
abortion some states have attempted to ban private insurance 
companies whose policies included abortion from participating in 
state health exchanges. 
Colorado (enacted), 
Indiana, Kansas, 
Michigan, New 
Hampshire,  
Abortion Related Restrictions on State and Family Planning Funds: 
Another tactic currently being used to restrict access to legal 
abortion which may have a negative effect on reproductive health is 
denying funding to organizations that are in anyway associated with 
abortion. This may include advocates, direct service providers, 
referrals etc.   
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Policy Recommendations and Future Research: 
Considering what we know about the health reform efforts of Massachusetts there are a few 
policy recommendations that can be made to help ensure the ACA’s implementation is not itself 
a barrier to accessing reproductive health care. 
1. Reduce Administrative Burdens 
Many of the newly enrolled individuals will have no prior experience with the traditional 
insurance market, transitioning maybe confusing and burdensome. Policy makers will 
have to take this into consideration when creating policies around enrollment, renewal 
etc. A system that is accessible and has the least amount of administrative burden will 
engender more participation and help reduce coverage gaps and other difficulties 
highlighted by the Massachusetts case. 
2. Partner extensively with traditional providers. 
Organizations like Planned Parenthood can be a tremendous asset before, during and after 
health reform is implemented. These organizations are a traditional point of health care 
contact for many individuals without insurance. These organizations have developed 
deep relationship with clients and other advocates and would be very effective at helping 
bridge the informational gap that their clients may encounter as the insurance market 
changes. Policy makers would do well to include these organizations in the planning and 
implementation process, drawing on their expertise and leveraging their community 
reach. 
3.  Maintain close monitoring of cost and affordability. 
Though cost was not cited as the major barrier to accessing reproductive health care, 
there remains a need to continue strong enforcement of affordability standards. In surveys 
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done by the Massachusetts Health Policy Forum fear of out-of-pockets expensive rank 
high among women, particularly young women who are caught balancing the need for 
affordability and broad based coverage (Hyams & Cohen, 2010). 
Future Research 
Considering the historical nature of the ACA as well as the fact that the full implementation will 
take years, there is much room for long-term evaluation. Issues of future interest would include 
whether or not insurance coverage and the removal of cost barrier will have an effect on 
contraceptive use particularly among teenagers. Delaware like many stays has seen its teenage 
pregnancy rates plateau, provisions of the ACA may help restart a downward trend. Furthermore, 
it would be interesting to see if provisions of the act also have an effect on the abortion rates. As 
contraceptives become more available there may be a decline in unintended pregnancies which 
could affect abortion rates. Lastly, it will also be important to monitor the use rate the 
preventative service use to see if provisions in the act increased the utilization rate.    
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Conclusion: 
The ACA can be seen as a further extension of the government’s efforts to provided access to 
care in a manner that is socially acceptable. In doing so the ACA fundamental changes the 
relationship between reproductive health and society. By expanding coverage to millions through 
exchanges and Expanded Medicaid the act increases access to reproductive health services to 
millions who would have otherwise struggled to obtain them. Insurance reforms will also reduce 
the cost burden of reproductive health services and quality will inevitably be improve as more 
resources are dedicated to women’s health issues through increased grant funding and dedicated 
agencies. 
Furthermore, Massachusetts’ reform efforts offer some framework and opportunities for policy 
makers and organization to be proactive in their approach to implementing national health 
reform and respond in a manner that would yield positive outcomes.  
 
 
 
 
 
 
 
 
 
22 
 
Appendix 
 
Figure 1 
 
(Hyams & Cohen, 2010) 
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Figure 2 (Hyams & Cohen, 2010) 
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